Work-up
Ultrasonography of the perianal region ( Fig. 1) shows an iso-to hyperreflective, well-circumscribed subcutaneous mass extending to the deeper perianal tissues. There is no vascularisation on Doppler ultrasonography.
MRI of the pelvis (Fig. 2) shows on A (axial T1-weighted image) a well-circumscribed homogeneous structure located in the left perianal region. The lesion is hypo-intense relative to surrounding fat tissue, suggesting the absence of fat, and isointense to muscle tissue. On B (axial T2-weighted image), the lesion has a predominantly high signal intensity, suggesting a fluid containing, cystic lesion. Within there are some small hypo-intense spots. In combination with the findings on the T1-weighted images a protein rich content or fluid with debris is likely. On axial gadolinium-enhanced T1-weighted image (C), there is no enhancement after gadolinium administration, only slight peripheral rim enhancement. No septations, nor intrinsic solid components are seen. On coronal T2-weighted image with fat saturation (D), the lesion shows a homogeneous very high signal intensity. Sagittal T1-weighted image with fat saturation (E) demonstrates high signal intensity, confirming the absence of fat in the lesion. This sagittal image also shows well the extent of the lesion from the left perianal region through the ischiorectal fossa into the pelvis. There is no interference of anal sphincter components.
Radiological diagnosis
Based on the clinical information and ultrasonography findings a lipoma was the working diagnosis. MRI however suggested a protein rich fluid-filled cyst, e.g. giant epidermal cyst. Histopathological examination after surgical resection confirmed an epidermal inclusion cyst.
Discussion
Epidermal inclusion cysts are benign cystic masses located in the dermis all around the body, most frequently the face, the neck and the trunk. They result from a migration of epidermal cells to the dermis, but the actual reason for cystic mass formation is still undisclosed. Usually they are slowly growing and remain small and asymptomatic. When becoming large, the lesions can cause discomfort, like in this case.
The most common finding on ultrasonography is a well-circumscribed, solid, hyporeflective mass.
On MRI, epidermal inclusion cysts are well described round or ovoid lesions with intermediate signal intensity on T1-and high intensity on T2-weighted images. A heterogeneous signal pattern on T2-weighted images, with variable low-signal foci due to keratin debris, can frequently be found in these cysts. After gadolinium administration there is only peripheral rim enhancement.
In this case a high signal intensity on T1-weighted image with fat suppression excludes a lipoma. High signal on T2-weighted images suggests the presence of fluid. Peripheral rim enhancement and the absence of central enhancement after gadolinium administration also makes a solid composition unlikely. Differential diagnosis with other fluid filled cysts, such as ganglion cysts, is made by the observation of variable low signal intensities of T2-weighted images.
Solid tumors or hemangioma may mimic epidermal inclusion cysts because of high signal intensity on T2-weighted images, but can be excluded because they show variable or vascular central enhancement after gadolinium administration.
Asymptomatic epidermal inclusion cysts do not need treatment. When becoming symptomatic, treatment consists of wide excision, since there is some risk of recurrence.
Malignant degeneration in epidermal inclusion cysts is very rare.
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